MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA318 Nlm&
DO NOT WRITE AMENDED Registration District No, _______S¥ o % __ _Drimary Registration District A

ON THIS STUB

EGG ““045245

SYATE FILE NUMBER

2. USUAL RESIDENCE {(Where decessed lived.
a STATE Mo, b. COUNTY

1. PLACE OF DEATH
a. COUNTY

If institution: Residence before

V5 300
Rev. 4/ 59

- - admlssion}

b. CITY (I outside corporate limits, give TOWNSHIP only}

O
rown  5t, Louis, Missowri

<. I:'ua.é N‘AME OF {lf NQT in hospitsl, give locstion)
INSTITUTION

c. CITY
OR
TOWN
d. STREET
ADDRESS

Length of stay in lb

16 days

laside Limits

l‘l’el Q Ne O

Inside Limits
Yes ¢ No O
Retide on Form

Ye: O Noﬂ

St. Louis

(IE outside, give locatian)

5240 Walsh

4. DATE
QF .
eeAT™H  November

Alexian Brothers Hospita

3. NAME OF DECEASED
{Type or print)

DATE AMENDED

Middie Last

(n.m.1i.) Bosche

7. Marriod [X  Mever Married [] |8. DATE OF BIRTH | - AGE (law birthday)
Widowed [] bvoreed O | 11.10-189F 66

105, KIND OF BUSINESS OR INDUSTRY| 13. BIRTHPLACE (City and #1ate or country) | 12. CITIZEN OF WHAT COUNTRY

Missouri U.S.A.
14. NAME OF HUSBAND OR WIFE

Bernice Bosche
Address

Bernice Bosche 5240 Walsh

INTERVAL BETWEEN

ONSET AND DEATH
bout
darOv

Firsr *

, Edwin
5. SEX 4. COLOR OR RACE
M 1)
10a. USUAL OCCUPATION (Give kind of work done
duringB'mn of working life, even if rerired)

ver

Month Day

16,

IF UNDER 1 YEAR
Menihs Days

Ywar

1963

IF UNDER 24 HR
Hours Min.

~

Grocery St, Louis,

13b. MOTHER'S MAIDEN NAME

Marietta Betts

14  SNCIAL SECLIRDITY MO 17.

13a. FATHER'S NAME

Jacob Bosche
15. WAS DECEASED EVER [N U.5. ARMED FORCES?
(Yes, n:ﬁsr unknown) l(lf yas, giw war or dares of sery

INFORMANT

Mr

5.

18. CAUSE OF DEATH [Enter only one cause par lina for {a), (G}, and (c).

PART 1. DEATH WAS CAUSED B .
IMMEDIATE cause @) Mvocardial failure with decompensation.

DOCUMENT

Conditions, if any,
which gave rise to
sbove causa (a),
stating the wnder-
last.

OUE TO (b}

w
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Iying couse

PART 1L

DUE TQ (<} ﬁz‘:z‘;.’z/—/

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related 1o rhe’ terminsl
disease condition given in PART | (4)

Probable carcinoma head of psncreas with hemorrhage
20a. ACCIDENT  SUICIDE HDMDICIDE 200y. DESCRIBE HOW INJURY OCCURRED. (Enter nature of
8] 8]

PART lIl. If decrased was female wms
shere & pregnancy in last 90 dayr

] 0O Yes ] O Neo ] O Unkrown
njury in PART | or PART Il of item 18.)

19. WAS AUTQPSY
PERFORMED?
YES [ NO[

20c. TIME OF
INJURY

Hour Month, Day, Year
a.m,

p.rn,
20d. INJURY OCCURRED

WHILE AT WORK [J]
NOT WHILE AT WORK [J

0ctober 1 6
| attended the deceosed frol ,
o;; occurred o MOV 18, a.m.) 1963
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MEDICAL CERTIFICATION

20e. PLACE OF INJURY ({e.g., in or about homs,
farm, facrory, street, office bidg., etc.}

.O_NO'P'__ _1_23_23_“ 6 nd last saw :I',:‘ alive o mbe 1

m on the dasts stated abova, and 1o tha best of my knowledge, from the cauves stated.
e

20f. CITY, TOWN, OR LOCATION

21,

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

T2 T 0 1

i TG o & L e

27a, BURIAL, CREMATION,
E VAL {Spacify)
ombment

23b. DATE

11-19-63 (T

c. NAME OF CEMETFRY OR CREMATORY
Sunset Burial Park

23d. LOCATION (City, tawn, ar county} lShD‘) ”

St., Lou1s County, Mo.

24,

BY AFFIDAVIT OF

ITEM NQ.

FUNERAL DIRECTOR
HO

ADDR

MORTUARY  SAVIf

F'FT{EIS'FER COLONIAL

v wes Eoed

{Licansed Embaimer's Statemant on Reverse Side}




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ) ' Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embaimed, fact should be so stated above.

t ]




